Herpes zoster, caused by reactivation of varicella-zoster virus, is uncommon in infancy. Even more uncommon is herpes zoster ophthalmicus, defi ned as herpes zoster of the ophthalmic branch of the fi fth cranial nerve. Among healthy children, primary varicella-zoster virus infection during gestation as a result of maternal varicella or the fi rst year of life is the major risk factor for development of herpes zoster in a relatively young age. Here we present an unusual case of herpes zoster ophthalmicus with dissemination in an immunocompetent toddler with favorable outcome. The child's mother contracted chickenpox in late pregnancy and her son was very likely infected with varicella-zoster virus in utero. During a two-year follow-up the child vision was normal and there was no evidence of post herpetic neuralgia.
INTRODUCTION
Herpes zoster (HZ), also known as shingles, is caused by reactivation of latent varicella-zoster virus (VZV) infection within the sensory ganglia. Herpes zoster demonstrates the characteristic skin rash with dermatomal distribution, typically without crossing the midline. The development of HZ is associated with a decline in cell-mediated immunity due to aging, immunosuppressive illness and treatment or with immature cell-mediated immune system. 1, 2 Herpes zoster ophthalmicus (HZO) is a relatively common presentation of shingles. 3 However, HZ is infrequent in childhood and HZO is even less common. There are a few studies on HZ in infancy in Bulgaria. 4 Herein we report an unusual case of disseminated HZO in an immunocompetent toddler.
CASE REPORT
A previously healthy 18-month- Parental consent to publish personal health information was obtained.
DISCUSSION
HZ is rare in the paediatric age group and its incidence ranges from 0.2 to 0.75 cases per 1000 person-years. A higher incidence rate, up to 1.6 cases per 1000 person-years was reported from Iceland. 5, 6 It is possible that the disease occurs more frequently in children that it is thought, but remains undiagnosed and underreported because of its benign course, as many parents would not seek medical care. 4 Historically, childhood HZ was thought to be an indicator of underlying malignancy or immunosuppression. However, most cases of childhood HZ occur in otherwise healthy children and only 3% of pediatric HZ cases are associated with malignancies. 7 Among healthy children, primary VZV infection during gestation as a result of maternal varicella or in the fi rst year of life is the major risk factor for development of HZ in a relatively young age. Baba et al. 5 calculated an even higher incidence rate of 4.1 per 1000 person-years in children, acquiring varicella when younger than one year of age. Approximately 2% of children who were exposed to VZV in utero can develop inapparent chickenpox and therefore they are at risk for zoster after birth. 8 Vaccine with live attenuated VZV may also contribute. However, vaccinated children appear to have a much lower risk of HZ. 9 HZ in healthy children usually runs a mild symptomatic and self-limited course. Post-zoster neuralgia occurs rarely. 10 Zoster affects the cranial nerves in 5% of children vs. 13% of adults. 11, 12 Dissemination (more than 20 lesions outside the primary and adjacent affected dermatomes) is rare in adults and less common in children. In immunocompromised patients cutaneous dissemination is often accompanied by visceral involvement. There were few reports for disseminated HZ in healthy infants after uterine exposure. 13 HZO, which refers to the involvement of the ophthalmic branch of the trigeminal nerve (V1), accounts for 10-25% of all HZ cases. 11 The typical unilateral painful dermatomal rash appears in the distribution of one or more branches of V1: supraorbital, lacrimal and nasocilliary. Erythematous papules around the eyelid, forehead and scalp, quickly evolve into grouped vesicles or bullae and within three or four days can become more pus tular. The lesions crust by 7 to 10 days. HZO may lead to severe pain and a wide spectrum of complications affecting all ocular and orbital tissues. Nevertheless, ocular manifestations are not invariable for HZO as was in the case described. They affect about 50% of patients with typical HZ rash. Common ocular involvements include keratitis, iritis and optic neuritis but any structure in the eye may be affected. Nasocilliary branch involvement known as Hitchinson's sign is believed to herald ocular involvement. It is clinically manifested by the skin involvement of the tip of the nose. 14 Being very frequent in adults, this condition is rare in childhood. HZO in children has sudden onset with severe constitutional symptoms, but follows a mild course and healing occurs within weeks. Although sometimes HZO results in scarring, visual loss is rare. 20 Diagnosis is made usually on clinical grounds. Additional diagnostic testing may be useful when considering HZ in immunocompromised host or evaluation of atypical lesions. Diagnostic methods performed on blister fl uid/corneal lesions include Tzanck smear (demonstrating giant cells), viral culture and direct immunofl uoresent assay. These tests have largely been replaced by polymerase chain reaction (PCR) -the most sensitive test developed yet. PCR technique is valuable in rapidly confi rming the diagnosis of HZ, especially in immunocompromised subjects. Detection of the presence of high or rising titers of antibodies to VZV, although rarely used today, can also be helpful. [16] [17] [18] Due to unavailability of PCR we use serology for confi rmation, indicating past exposure. Acyclovir is the fi rst choice treatment for children and the suggested dose is 10 mg/kg every 8 hours for 7 days. Starting within 72 hours of initial symptoms signifi cantly reduces adverse outcome. Topical steroids are recommended for treatment of conjunctival, corneal and uveal infl ammation. Post herpetic neuralgia can be reduced by treating the patient with antiviral within the fi rst 24 hours of symptom onset. 19 As HZ in children does not always imply an underlying immunodefi ciency or malignancy, immunologic follow-up should not be routinely performed in previously healthy children. It would be justifi ed when a recurrence occurs. 20 
CONCLUSION
In conclusion, this case report presents a rare and an unusual form of HZ in children -HZO with dissemination but without ocular involvement. It has emphasized the importance of early clinical suspicion of HZO in immunocompetent toddler. Prompt clinical diagnosis enables timely commencement of acyclovir to prevent any sight-threatening sequelae. This rare potentially serious complication might develop without history of varicella as primary infection had occurred in utero.
